Introduction
Adherence to medications is an essential step in the management of chronic diseases. 1, 2 Adherence has been defined in different ways; the World Health Organization defines it as "the extent to which a person's behaviour, taking medication, following a diet, and/or executing lifestyle changes, corresponds with agreed recommendations from a healthcare provider". 2 Non-adherence could be intentional or unintentional behavior;
Major depressive disorder is a major public health challenge due to its high prevalence, it is estimated to affect 15% of the general population, and is being seen as a global disease burden. 4 Major depressive disorder is one of the most disabling diseases, disrupting daily life, activities, and work. It is believed that major depressive disorder will become the second largest cause of disease burden in the next two decades. 5, 6 Major depressive disorder is also a common health problem in Saudi Arabia, where the prevalence is increasing. A previous study in Saudi Arabia estimated the prevalence of depression at 18%. 7 The World Health Organization estimates that 50% of all depression patients have not been treated, and it is therefore expected that antidepressant use and other treatment options will increase on a global level. 8 Although antidepressant medications are proven to be effective, many patients do not receive an adequate dosage for an adequate duration, and the medication's effectiveness is further reduced due to non-adherence. 9 National and international therapeutic guidelines stress the importance of continuing antidepressants for at least 9 months. 10, 11 It has been found that 28% of patients discontinue medication after 1 month, and between 44% and 52% of patients discontinue medication after 3 months. 10, 12 Data from the Gulf countries revealed that 88% of Kuwaiti patients with major depressive disorder are non-adherent to their antidepressant medications. [13] [14] [15] Unfortunately, there are no data from Saudi Arabia regarding patients' adherence to antidepressants, and one cross-sectional study reported that only 60% of depressed patients adhere to their psychiatric clinic visits. 16 Few studies from Saudi Arabia have investigated adherence to medication and factors associated with adherence among non-psychiatric, chronically ill patients. 17, 18 Several studies have investigated the factors associated with adherence to antidepressant medication, 6, 9, 19, 20 and the results from a recent review show that factors associated with adherence to antidepressants and sociodemographic indictors are inconsistent. 6 Certain factors have been identified as predictors of adherence to antidepressant medication, including sociodemographic factors, educational level, clinical factors (eg, severity of symptoms), quality of life, and side effects. 6, 9 In addition, evidence showed that patients' beliefs about antidepressant medication can affect patients' adherence. 21 Based on similar factors, Horne's Theoretical Model of medication can be used to identify patients' behaviors, showing that they depend upon patients' perceived need for treatment (necessity) and on concerns about the possibly harmful effects of the medication. 22 According to this theory, if the necessity for treatment is greater than the concern about adverse effects, the adherence will be strong; if the concerns are greater than the necessity, then the adherence will be poor. 21 Furthermore, the impact of beliefs on adherence varies according to culture. 23 While beliefs about medication have been studied intensely, little is known about depressed patients' beliefs toward antidepressants in Saudi Arabia, and whether their beliefs affect their medication use behavior. Furthermore, little is known about the influence of other factors on medication use in Saudi Arabia.
The purpose of this study was to explore patients' adherence to antidepressant medication, and the factors associated with adherence among depressed patients.
Methods
A non-experimental cross-sectional design was used to measure adherence to antidepressants among major depressive disorder patients, and to explore the factors associated with adherence. Patients were recruited from outpatient clinics of the Al Amal Complex for Mental Health in Riyadh, Saudi Arabia between August 2013 and January 2014. Al Amal Complex has 500 beds and provides psychiatric care to the whole population of the capital city (Riyadh) of Saudi Arabia.
study population
All patients meeting the following inclusion criteria were invited sequentially to participate after a briefing about the objectives of the study: 1) patients within the age range of 18 to 60 years; 2) patients diagnosed with major depressive disorder, according to the Diagnostic and Statistical Manual of Mental Disorders; 3) patients with a history of disease for at least 6 months; and 4) patients who were prescribed at least one antidepressant medication. Patients having history of psychosis, bipolar disorder, drug dependency, or who were prescribed concomitant medications other than antidepressants were excluded from the study. A written consent was sought from the patients, and eligible participants met with one of the research coordinators for assessment of adherence, the patient's beliefs, severity of symptoms, demographics, and other study variables. 
ethical considerations
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To calculate the sample size, it was taken into account that the average percentage of low adherence among depressed patients is 52%. 12, 16 With a confidence level of 95%, a total of 401 patients was needed to conduct the study. Descriptive and comparative statistics were carried out using the Statistical Package for Social Sciences, version 17 (SPSS Inc., Chicago, IL, USA). Analyses of covariance were conducted to assess differences in medication adherence, beliefs, and depression severity between groups. Independent samples t-test was conducted to compare overall mean adherence between groups. To investigate the relation and correlation between factors and adherence, both a Pearson correlation coefficient and a multiple regression (stepwise method) were used.
adherence and medication beliefs
Patients' adherence was assessed by an Arabic version of the Morisky Medication Adherence Scale (MMAS), 24 a wellvalidated instrument developed by Morisky et al. [25] [26] [27] [28] MMAS has good validity and reliability, has also been proven to be a useful screening technique for antidepressant medications, 29 and has been validated on other Arabic patients suffering from chronic diseases. 24, 30, 31 MMAS consists of eight items that address specific medication-taking behavior and adherence. The first seven items have dichotomous responses (yes/ no), and they are formulated in a way to avoid an acquiescence bias. The total score of MMAS ranges from 0 to 8, with higher scores representing better adherence. Those who score less than 6 are considered to have poor adherence, and those who score 6 or more are considered to be high adherers. Written permission to use the questionnaire was obtained from its authors.
Specific and general beliefs of patients were assessed by using the Arabic version of the Beliefs about Medicine Questionnaire (BMQ-Specific and BMQ-General), 24 a selfreporting measure of proven validity, reliability, and psychometric capability, with both general medical patients and with depressed patients. 21, 32, 33 The BMQ-Specific contains two parts, "Specific Necessity", which evaluates patients' views about the necessity and importance of their medication, and "Specific Concerns", which questions patients' beliefs about the potential harm and adverse effects of their own medications. Each part of the questionnaire has a potential score ranging from five to 25. The BMQ-General also has two parts, "General-Harm", which measures beliefs that medicines in general are harmful, addictive, or poisonous, while the second part, "General-Overuse" measures beliefs that medicines in general are over-used by doctors. 33 Again, written permission was obtained from the original author.
Results
A total of 403 patients met the inclusion criteria and participated in this study. Patients' characteristics are shown in Table 1 . Exactly 203 patients, representing 50.4% of the total study sample, were females, and the remaining 200 patients (49.6%) were males. Participants' ages ranged from 18 to 60 years, with an average of 39 years (standard deviation [SD], ±11 years). A proportion or 36.9% of the participants were uneducated, or had only finished a few years of primary school. The majority of the participants (82.4%) were using one antidepressant medication, with an average illness duration of more than 5 years.
Almost half of the patients (52.9%) reported low adherence to their antidepressant medication. The average MMAS score was 5.23, and details of patients' self-reported adherence behavior, according to the MMAS, are shown in Table 2 . A statistically significant difference in adherence level is shown in favor of the male sex, older age, patients with a shorter duration of illness, and those having more than three follow-up visits with a psychiatric clinic per year, shown in detail in Table 1 . On the other hand, the number of medications per prescription, and the pharmacological group of the antidepressant medication, were not significantly associated with adherence level to antidepressant medication.
Both low-and high-adherence groups scored high in the necessity beliefs, with scores of 18.02 (SD, ±3.91 points) and 18.32 (SD, ±3.9 points), respectively, with no statistically significant difference. In contrast, patients with high adherence had significantly lower levels of concern about antidepressant medication, and significantly lower harmful beliefs. In addition, high-adherence patients reported less severity of depression on the Montgomery-Åsberg Depression Scale (Table 3) . Using Pearson's correlation coefficient to examine the relationship between factors and adherence behavior resulted in a negative association between adherence and specific belief concerns. There was also a negative association between general overuse belief, general harm belief and severity of depression (measured by the Montgomery-Åsberg Depression Scale), as shown in Table 4 . On the other hand, there was no positive association between the adherence score and the other proposed factors. However, when using the multiple linear regression stepwise method for certain variables, dependent on the adherence scores and after adjusting for other covariables, it was found that belief concerns 
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.162) were the most important predictor associated with adherence to antidepressants; general harm and severity of depression in different levels of association, were also associated with adherence to antidepressants, as shown in Table 5 .
Discussion
To the best of our knowledge, this is the first study to investigate factors associated with adherence among Saudi major depressive disorder patients, using a validated tool to measure patients' adherence and beliefs. However, a limited study has Neuropsychiatric Disease and Treatment 2014:10 submit your manuscript | www.dovepress.com
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Medication adherence and depression in saudi arabia reported medication adherence among non-psychiatric Saudi patients, for example AlHewiti et al 18 reported adherence and beliefs about medications among primary health care patients in Riyadh; also, Khan and et al 34 reported adherence among diabetics attending primary health centers in the Al Hasa district, Saudi Arabia.
The current study indicated that the majority of patients with major depressive disorder reported low adherence (52.9%). These findings are similar to those of two other studies conducted on chronic diseases in Riyadh and the Al Hasa region of Saudi Arabia, both of which found low adherence to medication, in a range from 51% to 57.5%. 18, 34 There were high specific necessity belief scores among patients in both the low-and high-adherence groups in the current study, with a slightly higher score in the high-adherence group. The high-necessity belief scores were associated with the high average age of the population included in the study. This finding is also supported by another study. 35 In the current study, adherence was found to be influenced by specific belief concerns, general harm, and overuse beliefs about antidepressant medications, all of which are similar to the findings of other studies. 6, 18 Low adherence to antidepressant medications and severity of depression had a negative correlation, with a significance at the P=0.01 level, which is compatible with results of Roca et al 36 and Russell et al; 37 however, other studies did not find a relationship between adherence and severity of depression. 6 This finding can be explained by an inverse causal association, suggesting that adherence to a treatment regimen may lead to a better clinical outcome. 20 Other factors associated with low adherence included younger age. This could reflect the fact that younger patients have had less experience with the disease and its medications. It is also possible that the more common side effects of weight gain and impaired sexual function are of particular concern to younger patients. 20 On the other hand, the high adherence scores among patients who have more follow-up visits with a psychiatrist per year could be related to the effect of physician-patient contact and the patient's satisfaction. 38 This study has a few limitations. First, the study design is cross-sectional and therefore cannot determine causation unless there is narrative evidence to support the findings; also, non-experimental design led us to recruit patients sequentially and non-randomly. Second, the use of selfreporting scales alone is a limitation. However, all scales used in this study were selected carefully, relying on wellproven tests already validated with Arabic patients. 23, 24 Furthermore, patients who report low adherence are most likely to be truthful. 18 Finally, the influence of the researchers during the collection of data from patients can lead to bias, but this is believed to have had a minimal effect on the study outcome.
Further studies are needed to examine the impact of interventions targeting those factors that have correlated with adherence to antidepressants. For example, specific belief concerns, general harm, and overuse beliefs about 
Conclusion
Low adherence is a common health problem among depressed patients in Saudi Arabia and is influenced, as explained by Horne's theoretical model, 33 by high belief concerns and high general harm beliefs regarding antidepressants. This study has improved the understanding of factors associated with adherence to antidepressants, and their relationship. This understanding should help caregivers and stakeholders to improve the management and clinical outcomes of depressed patients by addressing their medication-taking behavior using a systematic approach.
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